I nervously shuffled papers on my desk and had another sip of coffee as I waited for my colleague to enter through the vestibule. The cold rain of an early Boston December pelted against the single window behind my desk, which was cluttered with journals and note pads. Despite all the data, the interviews, and the outcome assessments, this was going to be a difficult discussion. My colleague had graduated from a prestigious medical school in Boston in the 1970s and distinguished himself throughout his entire career by being a thought leader in surgery-yet there were clear signs that his capabilities were diminishing with time. Then, there was the sentinel event with a young patient nearly exsanguinating in the recovery room; if not for the heroics of a postanesthesia care unit nurse and a young trauma surgeon, a husband would be without a wife, and a young child would be without her mother. I could now hear his footsteps coming down the hallway; the door opened to the vestibule; I took a big breath and opened the door.
Despite an incredible run of successful professional and collegiate sports teams over the past 2 decades, every New Englander lives in fear that the one foe that can't be defeated is time itself. Team success is measured in the win-and-loss column recorded in the daily newspapers, while individual player success is measured with statistics with seemingly irrefutable parameters. Such statistical analysis has become so robust that MIT now hosts an annual Sports Analytics Conference that is oversubscribed each year.
The age-related decline in athletic performance is unavoidable, and in the era of high-definition broadcasts and slow-motion replays, that performance is continuously on display to the public. It's clear that there is significant individual variation in the age-related decline among athletes, and so too it is with surgeons. The unavoidable deterioration in psychomotor skills and neurocognitive function may be more difficult to detect in surgeons, and more important, a physician is unlikely to perform an accurate self-assessment. 5 A systematic review in the Journal of the American Medical Association in 2006 revealed that a number of studies documented that the worst accuracy in self-assessment was among physicians who were the least skilled and those who were the most confident. 5 In 2016, a workgroup for the American College of Surgeons developed a position statement to address the concerns of the aging surgeon. 2 The college stated that ''surgeons may not, on their own, recognize deterioration of their physical and cognitive skills with age.'' They recommended that, starting at the age of 65 to 70 years, surgeons voluntarily submit for confidential baseline testing with their personal physicians and for regular interval reevaluations thereafter.
The airline industry, similar to health care in the pursuit of safety, adopted a different approach. In 1959, the Federal Aviation Administration mandated a retirement age of 60 years for all commercial pilots flying aircrafts with more than 30 passengers. Three pilots over the age of 60 years, who recognized that the age-related decline in a pilot's capability was variable, challenged this mandate at the US Circuit Court of Appeals for the District of Columbia. 8 The pilots prevailed, and the Code of Federal Regulations section 121.383 now mandates the retirement age as when a pilot reaches his or her 65th birthday. 6 There is a looming shortage of pilots on the horizon, and there are discussions to extend the retirement age to 67 years of age.
Recurrent pilot training and the maintenance of critical skills are accomplished on an annual basis with simulator training, even for the most experienced captains. It is estimated that 55.5% of orthopaedic surgeons are 55 years of age or older. 3 Surgeons who earned their American Board of Orthopedic Surgery (ABOS) certification before 1985 hold lifetime certificates and do not have to participate in a continuing certification program. The remainder of surgeons must maintain their certification with a combination of licensure, hospital privileges, continuing medical education, peer review, evaluation of cases, and computer-based testing or a case review with oral examination every 10 years. The mission of the ABOS is ''to ensure safe, ethical and effective practice of orthopaedic surgery, the ABOS maintains the highest standards for education, practice, and conduct through examination, certification and maintenance of certification for the benefit of the public.'' 1 To address this concern, the ABOS has included achievement during the 10-year cycle in 4 areas: (1) professionalism (licensure/privileges), (2) continuing medical education (with scored assessment examinations), (3) knowledge assessment (examination), and (4) improvement in practice (peer review and case lists) (David Martin, MD, executive medical director of the ABOS, personal communication, May 2019). This is not a concern that is distinct to orthopaedic surgery; it crosses all surgical specialties.
In to the standard MOC process. However, 67% of neurosurgeons who responded to the survey believed that there should be no absolute age cutoff that would force neurosurgeons to end their practice. The majority of respondents also believed that the MOC should include review of individual case logs with a correlation to patient outcomes for the aging neurosurgeon.
A career in medicine, particularly orthopaedic surgery, requires years of study, dedication, and sacrifice to earn acceptance and matriculate through a residency program. The ramp-up to clinical practice is prescriptive with the milestones of college through fellowship, with the majority of surgeons starting independent clinical practice in their midthirties. A mandatory retirement age for competent surgeons could unjustly create a personal or financial hardship. There is not a similar clinical ramp-down road map for the aging surgeon. The large variation in neurocognitive function and psychomotor skills coupled with the lack of a standardized process may lead some surgeons to consider retirement too early and others to remain in practice for years beyond their actual capabilities-perhaps we have all encountered surgeons who represent the latter. Kattic, 7 who has written extensively about this topic, suggests that decisions regarding surgical competency should be based on functional age and abilities rather than chronologic age. The long-term plan of the ABOS may include the assessment of surgical skill as part of the MOC, but there is no agreed-on method of assessment that would be applicable at the present time. 8 I have rigorously debated the role of experience versus the gradual loss of psychomotor skills in the aging surgeon, but some data suggest that experience with maintenance of surgical volume can overcome the inevitable loss of spatial relations and cognitive skills. By using national Medicare data and a multiple regression analysis, Waljee and colleagues 9 examined 461,000 patients to study the effect of surgeon age on operative mortality. They found that for the majority of procedures, surgeon age was not an important predictor of operative risk. However, surgeons older than 60 years with low procedure volumes demonstrated statistically significant higher operative mortality rates when compared with their younger colleagues. It's clear that an aging surgeon with lower surgical volume may pose a significant risk to patients.
There are 4 issues that we must come to grips with as individual surgeons and as a society:
An age-related decline in psychomotor skills and neurocognitive function is inevitable. Surgeons are not immune from the effects of aging. There is significant variation in the rate of age-related decline among surgeons, and imposing a mandatory retirement age, as some nations and the aviation industry have done, is not a reasonable solution. Neurocognitive decline and the loss of psychomotor skills are often difficult to detect, and the current methods of medical license renewal and hospital staff privileging may not be adequate measures to protect patients. Surgical societies and certifying organizations need to be in front of these issues. The public expectation is that we are held to a higher standard, and although there has not been a public outcry for reform, the manner in which we deal with this as individuals and as a society will define us in future decades.
In retrospect, there were signs of neurocognitive decline with my colleague. The surgeon was noted to have sudden changes in his mood, especially when confronted with stressful situations. The operating room nurses described an undeniable forgetfulness; he was calling routine surgical instruments by the wrong name or simply just pointing to instruments on the back table. The operating room staff had been concerned with the change in his behavior for over a year. He was unable to complete medical records in a timely manner, and his surgical procedures were now taking much longer. All of this was a deviation from a baseline of a very efficient, accomplished surgeon. Finally, after the sentinel event, a retrospective review of patient outcomes suggested that his capabilities had been deteriorating over the past year, yet younger surgeons, residents, and nurses were reluctant to report the decline that they witnessed because he was a revered member of the medical staff.
The meeting ended, but it would be disingenuous for me to suggest that all had gone well-how could it? Despite the poor outcomes and all the data to suggest otherwise, the perception of the surgeon was that he had encountered a string of bad luck; this was simply random variation and not related to a decline in ability. As I turned out my lights and walked to the operating room, I promised myself that I would never be the doctor who was operating past my prime, but the question that plagued me was Would I ever really know when that day had arrived? Timothy E. Foster, MD, MBA, MS Boston, Massachusetts
